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1834 The above name is insured with us and the claim has been submitted to Manulife (Cambodia) Plc by the family. To enable us to assess the
claim smoothly and accuracy, we would be grateful for your cooperation in the completion of this form.

condition

Patient history
yntfgmig
Chief complaints
\f/\.jtglm.jms finGi P: /min Al T: c IRy Bp: mmHg
fogm ita flgn _
Si UIMIgEIStR WIS {jnhmw
ign A ;
Positive sign by physical
examination
iggm 513 #in/ens
Admitted on at am/pm
MUUTIESEUALNS] GUREIAEW . A
Date of hospitalization el g Q MiEAGRINg a WAgIU
In-patient Out-patient
igiGm it Hin/ane
Discharged on at am/pm
mIgEIANsjigimsinnsithw
Hospitalization was commended by
NAISEWEGHN
"\ e s _eaw Principle diagnosis
Junugatimaidfw
Full description of diagnosis NATRGWIRNIS)A
Other diagnosis
mmiAtG ungie N meu
Condition required treatment
HUINg5EUR
Underling cause(s)
inmmtiigsmestinuamsn?
How long has condition been existing?
AN mEysiUyatiSylia islinuam?
When were symptoms first apparent to the patient?
muviigsismipufigmetiimywigingdatyh Sunsmmiigs
Date of first consultation with any medical practitioner for this -
y P MUiigs / (dd/mm/yyyy)

RIAYAMEINsjushuayat ity sibyis?
Are you the patient’s usual medical doctor?

U qis/mies Yes

U is No
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weisid fus gyuimulinanamidumsiansa
If yes, over what period do your records extend to

igtetiumtiunpme Start date ___/

igiefiouums Enddate__ /_ /

/ (dd/mm/yyyy)

(dd/mm/yyyy)

inislinuamizugatiisadimsiununimy wynmibadyn?
When did the patient first consult you?

meouligs /. / (dd/mm/yyyy)

yuimuimmstiumsifa Sumtigsisinuam
Please state symptoms presented and date symptoms first appeared?

mmithusaiigmeysiyh
Symptoms presented at first
consultation

muuiigsinummimsmuigy

Self-inflected injury/drug addiction

] /__/ (dd/mm/yyyy)
Date of symptoms first started
MU AUAIUA R meuaEAtimeinagamtainimuam?
fBUEMMAying In your opinion what were the likely durations of the
patient’s symptoms? Please provide reasons.
igatAmUmsAgmenimy wigingjugis)athyis? O qis/sies Yes O s No
Did the patient consult any other doctors for these symptoms before
he/she consulted you? TUNS{ALNS]
Name of Doctor
s tus yugUlausuda = ~
N = 1UNsE8INS) 81 MU WS
If yes please details
Name of Clinic/Hospital and Address
S U mis/mew Yes s No
IHANR{GIMSIAUMSSJHAYIS?
Was the patient referred to you? =
M UUIESUMSBANNT U e, (dd/mm/y)
& fus” syugrindas Date referred
If “Yes”, please provide: j e
GG UtH UEALR it SUMSyANNm Y
Reason the patient was referred
i ShmuwEH spingjinnsigjumsyanNmU
Name and address of doctor recommending the referral
= v, — S, R
ini.‘ﬂmﬂm,mtu[Uiﬂnﬁill‘n.lﬁml[yr?ugﬁ. meuuTigs . (dd/mm/yyyy)
When was the symptom first arising? -
MINNM yidamame
Therapy/Procedure
muligsiiugatidpimsiamuinaisswaind -
chi = ® v ® i MUUIGESs /7 (dd/mm/yyyy)
Date of the patient was made known about diagnose
Omumifiafhwandmivriyn, inmstimafiginiis)aggs: Wusia
sk 8utill suebyntil? In your opinion, what are the underlying diseases
of the patient?
ffman§imsinisiinuam N
o i MUUIGESs /__/ (dd/mm/yyyy)
The underlying disease was first known on
AURIUNFINS] Shmuwisugingjuasa tiwina IS§wigimsin UNSALNS]
@ . Name of Doctor
ubmiiyh Please provide the name and address of doctor and _ _
- . . . ) 1UNSHSINS] SW MAUWINS
clinic/hospital where the diagnosis was first made NV E
Name of Clinic/Hospital and Address
9) Mg UHAL NN
inmmatRissuamusai Congenital anomaly O ms/mes Yes Qs No
m v) mnSsuymisEita yuiuUaS
Is the condition due to )a ymisging 4 U O qs/mas Yes O s No
Nervous mental disorder
M) MIONM I YTSIURIN
) IR YRESIUR U ms/mes Yes s No
Treatment of teeth or gum tissue
k) MG AIg S ymitm|sel
) mugeyiyrigain ymag)|ag U ms/mes Yes s No
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&) syrutdusinsuSumaing
Job-related injury U mis/mw Yes W is No
o) dfimewa U ms/me Yes U s No
Sexually transmitted disease
9) AIGUHIRY
)n e U ms/mew Yes W is No
Sleep Apnea
V) Gima
. B Obesity U ms/mew Yes s No
AInpmumaigisisi
Is the treatment related to | M) MINBASYS yatgusys
Weight reduction/improvement U mis/mes Yes U s No
) HEUEAINFIAS UmnHg O ws/me Ve QN
Infertility/subfertility/condition es 0
9) missmatnuyegg? U mis/mas Yes U s No
. A cosmetic surgery? - - .
1nise TURUSHI “IS” AJBIISIEU .evevviriiiriinicnincntcee s
Is this If “No” please explain
B) miismaviianya?
An oral surgery? U mis/mes Yes s No
m) MIANT Yismaigen?
A dental surgery/treatment U mis/mes Yes s No

fiamsismisignning] Suminpme Hospitalization and Treatment’s information

i) MIRHIAINSG]

Inpatient
muuiigsigaj AN inATRGWw AN
Date of Consultation Symptoms Diagnose Therapy

2) mvuivmwrganfpiaifusyaiiand Huminpmuisiaus§ingjis:
Kindly let us have the detail of this patient’s medical history at this hospital

muuiigsisaj AN ARG W AN
Date of Consultation Symptoms Diagnose Therapy
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a) mifiSajinwaunianib UiEIS IR INNONTMN UM ANNTN
Examination undertaken during hospitalization/treatment

mifiS i wavninn | missias MUUNESHSIRS wgnnismifidaj
Examination Performing Date of performing (dd/mm/yyyy) | Examination Resulted
&) B U w1 Yes U Sswis No

X-ray
UGG U s Yes U 8sws No

Lab test
Wiiehiag U s Yes U Ssws No

Blood test
ety U s Yes U Ssws No

Echography

&) CT ieys yMRl 1eys
CT Scan/MRI Scan

U s Yes U §swis No

* EMUSHINWMIANGSAGERIURIFINS] YNy WUSRITUFANPY Ungmiuimaiimmaussgatii
Please enclose copies of specialist or hospital reports together with any tests or similar evidence to the validity of the patient’s disability.

fiamsivaGUANaitumsapmu Physician’s Information

uguhatieumsanmes Name of physician ... ... ivegiigContactno. ...
HIEUWEIS ADUIESS .o e gtueu Email .
snvumussiiwitumsiiwsitnaghsphivvusis: Ammifiamadmumiwaty SuidmatghgRuvuaIg«

| hereby declare that all the answers are each and all true to the best of my knowledge and belief.

imu8insj y §8a Hospital or clinic Stamp

wnatuguuauguana Physician’s Signature
meuudigs Date .../ ... . (igAte/gl dd/mm/yyyy)

AERIUEAMYWSIGNUsERNARIINSjIUAEALR MG WA SiTBsmseigiinmELMS

Please enclose copy of this patient's medical report, if the column is not enough.
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